This article describes the rationale, aims, and methodology of an epidemlological study of psychosis being conducted in Suffolk County, New York. A sample of first-admission patients is drawn from 10 inparJent and 25 outpatient facilities. Diagnostic psychosodal interviews are conducted shortly after admission to treatment, and at 6-and 24-month followup. Consensus diagnoses are made after each interview. Demographic and clinical background characteristics of the first 250 subjects enrolled over a 2-year period are presented here. The response rate was 76 percent. Based on the initial interview, 75 percent of subjects received a diagnosis involving psychosis. The three most common diagnoses were schizophrenia, bipolar disorder with psychotic features, and major depression with psychotic features. Among subjects with psychosis, 58 percent of males and 29 percent of females had a history of substance abuse/dependence. Gender differences were found on several background and clinical characteristics. Males were somewhat younger, less likely to have ever married, and had less education. Although the median length of hospitallzation was the same for females and males (27 days), females were more likely to be hospitalized within 1 month of the occurrence of their first psychotic symptom (60% of females compared to 37% of males). Subjects with schizophrenia-related disorders were significantly more impaired on an assessment of negative symptoms than were affectively ill subjects, but clinical ratings of depression were not significantly different across diagnostic groups.
In May 1989 we initiated an epidemiological study of psychotic disorders, focusing on first-admission patients with psychotic symptoms admitted to psychiatric treatment facilities in Suffolk County, New York. Suffolk County (1990 population -1.32 million) spans the eastern half of Long Island, bounded by Nassau County to the west and by water on the north, south, and east. The study has three goals. The first is to describe the distribution, reliability, and temporal stability of DSM-III-R (American Psychiatric Association 1987} diagnoses in the patient cohort. The second is to determine the prevalence and prognostic significance of substance abuse/dependence and suicidal behaviors. The third is to delineate the patterns of illness course over a 2-year period, examine their diagnostic specificity, and identify prognostic factors associated with course and outcome. This article describes the rationale, methodology, and preliminary demographic and clinical characteristics of the first 250 (out of a projected 600) patients enrolled in the study.
inquiries and thus contained methodological features that impaired the inferences that could be drawn from the findings. The most limiting of these features have been the use of (1) consecutive admission, usually chronically ill, patients rather than first-admission samples with greater homogeneity in illness length and treatment experiences; (2) small, unique samples rather than representative samples of sufficient size to test hypotheses about predictors of course; and (3) diagnoses of undetermined reliability derived from medical record or unsystematically gathered information rather than diagnoses based on a more structured, longitudinal approach. Two major achievements in the 1980s supported the timeliness of the present epidemiological study. One was the success of the World Health Organization's (WHO'S) program of research on schizophrenia, particularly the Determinants of Outcome of Severe Mental Disorders (Sartorius et al. 1986). The second was the development and refinement of semistructured diagnostic instruments and classification systems containing explicit criteria for diagnosing psychiatric disorders (Helzer 1988).
Despite the abundant research on the descriptive epidemiology of major psychiatric disorders, three key pieces of statistical information were unavailable when the present study was conceptualized and designed. First, the 1-year incidence rate of first lifetime hospital admissions for psychosis was unavailable and had to be estimated from indirect and unverified sources. These included the following: published incidence rates from studies that were not based on DSM-lll (American Psychiatric Association 1980) or DSM-Hl-R criteria (Eaton et al. 1988 ); State and county information from data bases of uncertain reliability; clinical impressions from psychiatrists in charge of the seven general hospital psychiatric inpatient units in Suffolk County; record reviews conducted at two facilities; and a small pilot study undertaken in the summer of 1988. After integrating the available information, we estimated that the desired sample size of 600 could be assembled in a 2-year period, a projection that proved to be overly optimistic.
The second important factor about which only sparse information existed was the distribution of specific psychotic disorders among firstadmission patients with psychosis. Based on the results of Johnstone and colleagues (1986), it was anticipated that, using broad inclusion criteria for identifying potential firstadmission subjects, approximately 40 to 45 percent of patients would meet criteria for schizophrenia, 35 to 40 percent would be diagnosed with other psychotic illnesses, and 20 percent would not have a psychotic disorder. However, these estimates were tenuous at best because the present project included patients with significant substance abuse, an exclusion criterion in most studies. In the absence of solid information, our presumed focus was the diagnosis and early course of schizophrenia, with other psychotic disorders serving as sources of comparison.
The third unknown element, which followed from the second, was the paucity of prognostic research on first-admission psychotic disorders other than schizophrenia. This lack made it difficult to determine which risk factors should be studied and what sample sizes were needed to ensure sufficient power to test prognostic hypotheses. In the last three decades, a great many followup studies of patients with bipolar disorder The present study arose from our recognition of major gaps, from an analytical epidemiological perspective, in our knowledge of the onset and early course of psychotic disorders. We were blessed with unique support for such a project by the network of service providers throughout Suffolk County. We were able to conduct the project only through the active cooperation of the staff of 10 inpatient and 25 outpatient facilities in identifying and at times tracking project participants. Despite the programmatic changes resulting from budgetary cutbacks, we have been able to work collaboratively and productively with each of these 35 programs.
This report provides descriptive information on the first 250 subjects who completed the initial assessment.
Four issues are addressed: (1) the distribution of the initial diagnoses; (2) the demographic characteristics of subjects with psychotic disorders, stratified by gender; (3) the clinical history characteristics of subjects hospitalized during the early phase of their illness, again stratified by gender; and (4) diagnostic differences in clinical ratings of current symptoms. 
Methods

Sample
Ratings
Scale for the Assessment of Negative Symptoms ( Procedures. Once a potential subject is identified and agrees to participate, an interviewer arranges to conduct the initial assessment, which usually occurs in the hospital, outpatient facility, or subject's home. At the time of interview, written permission is secured from the subject to review his/her medical record, talk with the clinician, and interview a significant other (preferably the mother if the patient lives with parents, the spouse if married, or an-other knowledgeable family member or friend for others). Outside information from at least one source is available for 97 percent of the sample. After each face-to-face interview, subjects are paid $20; an extra $10 is added for completion of the final 2-year followup interview. Telephone contact is maintained every 3 months, and more detailed clinical and psychosocial information is obtained at 12 and 18 months. The same interviewer conducts the initial and followup assessments to minimize attrition and to enhance the quality and accuracy of information obtained over time.
Following completion of the initial assessment, two project psychiatrists independently review the SCID and all other relevant information and make a preliminary DSM-III-R diagnosis. A consensus was not reached in 17 of the 250 cases. In these cases the opinion of a third psychiatrist was solicited to clarify diagnostic problems and to help identify the issues that the interviewer would need to resolve at the 6-month followup.
This report focuses on the initial interview and ensuing diagnoses. The formal best-estimate research diagnosis, to be presented in future reports, is made longitudinally after completion of the 6-month followup assessment. At that time, two psychiatrists, one who reviewed the subject initially and one who did not, review the initial and followup information and formulate the diagnosis. All investigators and coordinators attend monthly diagnostic meetings. Disagreements and sometimes even previously agreed upon decisions are discussed, and a best-estimate DSM-III-R diagnosis and accompanying criteria are finalized. A similar process occurs after the 24-month assessment with two additions:
(1) The interviewers, who until that point are blind to the research diagnosis, participate in the diagnostic conference; and (2) 
Results
Response Rate. Between September 18, 1989, and August 26, 1991, 472 patients were referred to the project, 90 of whom were ineligible, usually because they lived outside the county or had been hospitalized more than 6 months before admission to the current facility. Of the remaining 382 patients, 250 completed the initial interview, 50 were pending but not yet approached as of August 26 (most were too ill to comprehend the consent form and procedure), 61 refused to participate, 17 were lost (usually discharged or dropped out " of treatment too quickly to be approached), and 4 died. Excluding the four patients who died and those still pending, the initial interview response rate was 76.2 percent. Preliminary analysis comparing completers with refusing and lost subjects indicated that the latter group was disproportionately female (63% compared to 44% of completers; x 2 •" 8.80; df = 1; p -0.003) and older (mean -35.8, SD = 12.42 compared to mean -29.7; SD -9.40 in completed sample; F = 1.75; df -63,249; p •=• 0.003).
Although 95 percent of the 250 subjects were hospitalized before or at the time of the initial interview, 81 percent were originally referred to the project from an inpatient unit, 8 percent from the Comprehensive Psychiatric Emergency Program, and 11 percent from an outpatient program.
Baseline Diagnoses. Table 3 presents the diagnostic distribution of the sample as determined by two psychiatrists from information available at the initial assessment. For 62 subjects, the index episodes (leading to participation in the study) were considered either nonpsychotic (n •= 34), probably nonpsychotic {n -15), or an organic psychosis (11 of the 13 in this category had a substance-induced psychosis). These subjects are not considered further in this report.
The most common initial diagnoses were schizophrenia (20% of entire sample; 28% of subjects with functional psychosis), bipolar disorder with psychosis (16% of entire 'Includes primarily patients diagnosed by one psychiatrist as having a schlzophrenla-IIke condition and by a second psychiatrist as having an affective condition, or given a specific diagnosis by one psychiatrist and an uncertain psychotic diagnosis by a second. Third opinions were solicited, but the discrepancies were not resolved. includes 10 subjects with bipolar disorder, 9 with major depression, 3 with adjustment disorder, and 12 with no consensus about specific diagnosis but agreement that psychotic symptoms were not present during the Index episode. *Of the 13 organic psychoses, 11 were substance Induced.
sample; 22% of psychotic subsample), and major depression with psychotic features (11% of entire sample; 15% of subsample).
Sododemographic Characteristics. Table 4 presents the sododemographic characteristics of the 188 subjects presumed at the initial assessment to have a nonorganic psychosis. These subjects were equally divided by gender and ranged in age from 15 to 58. The median age was 29 (males -26 and females = 31). Unlike Suffolk County, which is 90 percent white, only about threequarters of the sample of 188 partiripants were white. There was no difference between males and females for race. The majority of subjects were high school graduates, and females had significantly more education than males. An unexpectedly large percentage of the sample had been in some type of spetial education placement, and women were significantly less likely to report this fact. The proportion of subjects under 25 years of age who had been in spetial education was even higher: 38.5 percent of males ages 15-19 and 44 percent of males ages 20-24 and 41.7 percent of females ages 15-19 and 18.2 percent of females ages 20-24. At the Consistent with the gender difference in the age distribution, a significantly larger proportion of females had ever married. This finding is also consistent with findings on gender and marital status in clinical research on schizophrenia (Eaton et al. 1988) . A larger proportion of women were financially supported by themselves or their spouses. On the other hand, men and women were equally likely to reside with their immediate family. Psychiatric History. Table 5 presents information on the psychiatric histories of 178 nonorganic, psychotic subjects who had been hospitalized at the time of their index episode or within 6 months of being identified for the study. Females were more likely than males to seek treatment earlier in the course of their illness. That is, 38 percent of the females had received some form of mental health treatment ^ 3 years before the appearance of their first psychotic symptoms, and fewer than 10 percent sought treatment more than 1 year after their first symptom occurred. For males, the corresponding figures are 25 percent and 15 percent, respectively. Similarly, there Note.-NS = not significant.
'male, n = 80; female, n = 81. 'male, n = 88; female, n = 88. 'male, n = 88; female, n = 89. 'male, n = 84; female, n = 84. 'male, n = 88; female, n = 90.
was a trend (p < 0.06) for females to report a longer interval between first seeking psychiatric treatment of any type (e.g., counseling, medication, hospitalization) than men. On the other hand, women were more likely than men to be hospitalized within 1 month of the first appearance of psychotic symptoms. However, this interval was highly variable for both sexes; almost 20 percent of the subjects had had psychotic symptoms for 12 months or more before they entered the hospital.
Length of stay in the hospital ranged from 2 to 234 days. Median length of stay for the first hospitalization was 27 days for both males and females. Half of the subjects were hospitalized for 1 month or less. The hospital placement itself was an important determinant of length of stay: State hospital patients had longer stays (median -53 days in the adult State hospital and 74 days in the children's facility) than community hospital patients (median for each unit ranged from 9-29 days).
Although attempted suicide in the general population may be 3 to 5 times more common in females than males (Weissman 1974) , no gender difference was detected in our study population. Similarly, although women in the general population are more likely than men to seek help from mental health professionals (Shapiro et al. 1984) , no gender difference in this behavior was found in our study population. Approximately one-third of both males and females reported no past psychiatric treatment, one-third had brief prior treatment, and the remainder had been in treatment for 6 months or more. Twenty-two percent of males and 18 percent of females had been prescribed an antipsychotic medica-tion before their index hospitalization (not reported in table 5). There was, however, a gender difference in rates of substance abuse. Consistent with previous research, males in this sample had significantly higher rates of substance abuse than did females.
Differences Among Major Diagnostic
Groups. This part of the analysis was restricted to subjects whose diagnosis, with or without a consensus, fell into three broad categories: affective disorders (n «= 71), schizophrenia-related disorders (n ~ 76), or a category that combined psychosis not otherwise specified with unspecified psychosis (n -28). No statistically significant differences were found among the groups in terms of gender, age, education, or history of special education. The median ages of subjects in the affective group were males 23 and females 29; in the schizophrenia-related disorder group, males 27 and females 30; and in the nonspecific psychosis group, males 24 and females 34. However, a significantly larger proportion of subjects with schizophrenia-related disorders (23.7%) and nonspecific psychosis (21.4%) were black compared to subjects with affective disorder (5.4%). The schizophreniarelated and nonspecific psychosis groups, also included the largest proportion of patients whose usual occupation was unskilled labor (58% and 52% vs. 44% of affectively ill subjects). Significantly, 82 percent of the schizophrenia-related disorder subjects had never married compared to 50 percent of the nonspecific psychosis and 58 percent of the affective groups.
Length of hospitalization also differed by diagnosis. Significantly more subjects with schizophreniarelated disorders (58%) and nonspecific psychosis (59%) were hospitalized for more than 1 month compared to those with an affective disorder (33%). Similarly, the median lengths of stay were 39 days for the schizophrenia-related disorder group and 37 days for the nonspecific psychosis group versus 19 days for subjects in the affective category. The difference between the means for this variable was statistically significant. Although causality is difficult to untangle, it should be noted that 45 percent of the subjects with schizophrenia-related disorders and 55 percent of the nonspecific psychosis group had been hospitalized initially at the adult State hospital and had the longest average length of stay, compared to 25 percent of the affective group.
Before turning to findings on current clinical ratings among diagnostic groups, differences and similarities in clinical history are noted. The interval between the appearance of the first psychotic symptom and hospitalization was significantly shorter for the affective (75% < 1 month) and nonspecific psychosis (60% < 1 month) groups than for the schizophrenia-like subjects (18% < 1 month). However, no significant differences were found in drug and alcohol history, suicide attempt history, or treatment-seeking behavior before hospitalization. Table 6 presents the results of diagnostic comparisons of clinical ratings on the BPRS-A, SANS, HAM-D, and GAF scores for the worst week in the past month and the best month in the past year. No significant differences were detected in level of depressive symptomatology on either the BPRS-A measure of anxiety/depression or on the HAM-D, although the schizophrenic group had the highest mean on the BPRS-A anergia scale. The planned contrast showed that the differences between the affective and schizophrenia-like groups were not statistically significant. It should be noted, however, that some of the items in the HAM-D, when rated in nondepressed subjects, refer to symptoms present in disorders other than depression. Schizophrenia-related disorder subjects tended to display more hostility and thought disturbance, although results of the planned contrasts comparing them with affectively ill subjects were not statistically significant. Although no differences were found in SOD reports of delusions, schizophrenia-like subjects were more likely to report hallucinations (79%) than were the affective and nonspecific psychosis groups (approximately 40% of both groups; not shown in table 6).
With respect to the four negative symptom scales presented in table 6, schizophrenia-like subjects had significantly higher global rating scores on alogia (poverty of speech, blocking), a volition/apathy (poor grooming, physical anergia), anhedonia/asociality (social and sexual interests), and attentions] impairment (at work, during mental testing) than did the affective and nonspecific psychosis groups. Consistent with the fact that study subjects are first admissions, the SANS scores are lower than reported in studies having more chronically ill samples (e.g., Walker et al.
1988; Mundt et al. 1989).
The GAF rating of the worst week in the past month did not differentiate among the diagnostic groups. However, affectively ill subjects had significantly higher (i.e., better) GAF ratings for the best month in the past year than the other two groups. The planned contrast between the affective and schizophrenia-like groups was highly significant. The predictive utility of the GAF best scores for course and outcome as well as for diagnostic shifts will be examined in future reports.
Discussion
This article provided an overview of the background and methodology of an ongoing epidemiological study of psychosis in first admission patients. We also presented preliminary findings on the initial diagnostic, demographic, and clinical characteristics of the sample interviewed during the first 2 years of field work. The overall project will chart the diagnoses and early course of illness and its predictors in a carefully characterized sample drawn from a range of treatment facilities in Suffolk County, New York. Preliminary findings indicate that (1) a project of this type is feasible; (2) the participation rate is acceptable; (3) the demographic characteristics of the sample cover a broad spectrum; and (4) the clinical presentations are heterogeneous, both before and at the time of admission.
The racial and socioeconomic differences between our sample and the population of Suffolk County must be evaluated further. There are several potential sources of sampling bias to be considered. First, two private psychiatric hospitals located in the county did not participate in the study. Second, patients going to a private clinician for initial evaluation might not be hospitalized or might be referred to a hospital outside Suffolk County. Third, individuals from the upper socioeconomic classes may have greater access to treatment, leading to identification of a problem earlier in the course of illness. The first two sources of error would affect the demographic composition of the sample, while the third would influence illness duration and, therefore, diagnosis at the time of initial assessment.
Johnstone and colleagues (1986) reported that 20 percent of their potential sample turned out not to have psychosis. Our present study rate of 14 percent with no psychosis during the index episode and 6 percent uncertain (table 3) is consistent with their report. Although our broad in-elusion criteria contribute to falsepositive referrals, we prefer to err on the side of overindusion rather than risk missing potential subjects by having more limited criteria.
Our analysis also determined the proportion of first-admission patients experiencing their first episode of psychosis. Defining first episode as 1 month or less between onset of first psychotic symptom and hospitalization, close to one-third of males and almost two-thirds of females were experiencing their first lifetime episode of psychosis. However, the findings regarding special education placement suggest that some aspects of the disorder, at least for the schizophrenia-related conditions, may have occurred at a much earlier time in these patients' lives. Further analysis of these findings is clearly warranted and will be explored when more complete information is available about the reasons for and nature of the special education placement.
In discussing research of this type, it is important to note the difficulties in arriving at a differential diagnosis in the early stages of psychosis. These disorders have a highly variable and often nonspecific symptom presentation. Information obtained from subjects and their distraught family members may be inaccurate because of omission and exaggeration. Moreover, coexisting substance abuse and pervasive depressive symptoms make a definitive diagnosis more difficult in many patients. There were no significant differences in lifetime rates of substance abuse or in the HAM-D and BPRS-A indicators of depression among the diagnostic groups. On the other hand, the higher SANS ratings among those with a schizophrenia-related disorder suggest that some clinical features unique to schizophrenia were already present at the time of initial interview. Thus, it will be important to include an analysis of differences in the distributions of initial and 6-month longitudinal diagnoses in future reports.
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